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THE PATHOLOGICAL GRADING OF 
MALIGNANT TUMORS 
By 
THOMAS M. PEERY, M.D., 
Medical College, 
Charleston, S. C. 

Ever since the beginning of the accurate 
study of malignant tumors and the keeping 
of accurate clinical records, it has been known 
that similar tumors in different individuals fre- 
To 


illustrate, one patient may have a cancer of the 


quently run entirely different courses. 


lip for as long as ten years or more, and the 
tumor still remain localized, while another may 
have a cancer on the same portion of the lip, 
beginning in the same way, but progressing so 
rapidly, and metastasizing so early, that death 
occurs within the year. 

Similarly, pathologists have long known that 
cancers of the lip vary a great deal in their 
microscopic appearance, and have been ac- 
customed to think of some tumors as being 
potentially more malignant than others, because 
they showed more of the features that serve 
to differentiate malignant from benign tumors. 
But it remained for Broders(1), in 1920, to 
classify his histological material from biopsies 
of cancer of the lip, and then to study the 
course of the tumors after treatment, before 
the importance of tumor grading was fully 
realized. Broders studied 537 cases of cancer 
ot the lip, dividing them into four grades of 
malignancy on a histological basis, and then 
studied the records of these cases, most of 
which had been followed for five to eight years. 
He found that 90 per cent of the Grade I (low- 
grade) carcinomas of the lip were successfully 
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treated, while 62 per cent of the Grade II, 25 
per cent of the Grade III, and only 10 per cent 
Sub- 
sequently Borders’ work has been amply veri- 


of the Grade IV cases had a good result. 


fied, and the idea of grading malignant tumors 
has been extended to cancers of the breast(2), 
the cervix(3), the gastro-intestinal tract, and 
other locations. 

It is important to point out the difference be- 
tween the histological and the clinical grouping 
of tumors. 
finds, possibly, extensive local infiltration and 


The clinician examines his case, 
distant metastasis. To the clinician the tumor 
is far advanced, the patient is doomed, and, 
speaking in terms of the patient’s outlook for 
life, the tumor could be called highly malignant. 
Yet histologically that tumor may be a low- 
grade malignancy. The pathologist is speak- 
ing in terms of potential malignancy, a quality 
that is inherent in the tumor cells themselves ; 
the clinician is speaking in terms of actuality— 
not what the tumor can do, but what it has done 
over a period of time. The failure to realize 
the difference between the pathologist’s and the 
clinician’s grouping of tumors is the cause of 
frequent arguments. 

The actual grading of malignant tumors, as 
the pathologist practices it, is based upon fairly 
definite features of the tumor cells and their 
environment. Everything which the pathologist 
must note for grading can be summarized by 
the term “differentiation.” In normal epithelial 
tissues, mature epithelial cells are present in a 
given ratio to supporting tissues; in benign 
tumors the cells are multiplied so as to give 
tumefaction, but the cells themselves are still 
mature; in the malignant tumor, various pro- 
portions of the cells of the tumor are differen- 
tiated into mature cells while others remain 
immature. The principle of grading is based 
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upon an estimation of the ratio of mature to 
immature cells within the tumor. In Broders’ 
(4) classification, a Grade I carcinoma contains 
75-100 per cent mature or differentiated cells ; 
a Grade II has from 50-75 per cent differenti- 
ated cells, a Grade III from 25-50 per cent, and 
a Grade IV from none to 25 per cent mature 
cells. 

The completely differentiated cell is usually 
smaller than the undifferentiated cell, its nucleus 
is absolutely smaller and also smaller in pro- 
portion to the amount of cytoplasm. The 
chromatin material in the nucleus of the ma- 
ture cell is scant as compared to that in the 
malignant cell, where the chromatin is prom- 
inent and granular and stains deeply—the 
“hyperchromatic nucleus.” The nucleolus of 
the mature cell is small if seen at all; in the 
malignant tumor it is usually visible and quite 
large. The presence of mitoses is also impor- 
tant. In the normal process of cell destruc- 
tion and cell repair there must necessarily be 
cell division, but in normal tissues mitotic 
figures are so scant that they are seldom noted. 
On the contrary, in malignant tumors the prime 
function of the cells seems to be cell division 
and multiplication, hence mitotic figures are 
very numerous and conspicuous, frequently 
showing a disorderly process of division 
(“atypical mitosis”) such as is never seen in 
the normal, healthy cell. 

These differences have been applied par- 
ticularly to the epidermoid carcinoma, because 
the criteria in that group are more de inite. 
But the same general rule holds true through- 
out the whole field of tumors. The low-grade 
adenocarcinoma will form definite gland tu- 
bules, and the lining epithelium of the tubules 
will secrete mucus or other material, while the 
more malignant tumors of this order will show 
no gland formation and no evidence of secre- 
tion. 

It is on the basis of cell maturation, or the 
lack of it, then, that a tumor is graded. But 
what is the practical application of the his- 
tological grading of tumors? It is this: 
knowing the potentialities of the cells of a 
particular tumor, we know more definitely 
what to do—and what we need not do—in the 
treatment of the case. A grade I epidermoid 


carcinoma of the skin shows little or no ten- 





dency to metastasize; if metastasis does occur 
it is very late in the course of the disease. Hence 
there is no need for an extensive and mutilat- 
ing lymph gland dissection, as the local re- 
moval of the tumor itself will almost always 
result in a cure. On the other hand, a Grade 
IV carcinoma of the skin will frequently not 
need a radical dissection because it will do ne 
good—the malignant disease extends rapidl) 
beyond the reach of the surgeon. By not 
operating on such a case, and by resorting t« 
palliative measures or to irradiation, the pa- 
tient may be saved considerable suffering and 
In the mid-ground, the Grade I! 
and Grade III carcinomas of the skin are logica! 
candidates for radical lymph node dissection 

The histological grade is also of importance 


in prognosis. 


discomfort. 


Broders believes that the grad 
of malignancy is by far the most important 
factor to be considered in prognosis, When 
the clinician combines his knowledge of the 
local extent of the tumor, the presence or ab- 
sence of metastasis, the age and general condi 
tion of the patient, with a knowledge of the cell 
potentialities, as expressed by the pathologist, 
he has sure ground on which to give a reason- 
ably accurate prognosis. 

There is also the other practical application, 
that the grading of tumors is a guide to radia- 
tion therapy. The ray-sensitivity, as expressed 
by most pathologists, is not synonymous with 
the histological grade. While the response to 
irradiation does depend to a great extent upon 
the mature or immature character of the tumor 
cell, it depends even more on the nature of the 
tumor itself. To state that a tumor will re- 
spond to irradiation it is first of all essential 
that the pathologist classify the tumor as to its 
tissue To illustrate: a lymphosar- 
coma, although composed of cells which may 
appear histologically identical with mature 
lymphocytes, responds much more readily than 
an immature epidermoid carcinoma of the skin. 
Likewise many tumors, like the giant cell tumor 
of bone, respond well to irradiation, although 
benign. The histological grading of tumors 
as an indicator of the irradiation response to 
be anticipated, can be applied only within : 
given group: Grade IV epidermoid carcinoma 
of the cervix responds better to irradiation than 
a Grade I carcinoma of the same location, al- 


origin. 
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though it may not respond as well as an em- 


bryonal carcinoma of the testis. The patholo- 

gist gives you his idea of the ray-sensitivity of 

a tumor by drawing upon the experience of 

others who have treated such tumors, and by 

adding to that his estimation of the degree of 

malignancy of the particular tumor studied. 
SUMMARY 

1. Tumors are graded pathologically by an 
estimation of the proportion of immature to 
mature cells within the tumor. 

2. The course of a malignant tumor and its 
response to treatment can be roughly predicted 
on the basis of its grade. 

3. Within a given class the pathological grade 
of malignancy can also be used as a guide to 
radiation therapy. 
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OTITIC BRAIN ABSCESS 
By 
N. O. Eaddy, M.D., 
Johnsonville, S. C. 


and 
RICHARD SEKERAK, M.D., 


3ridgeport, Connecticut 


The three most important complications of 
middle ear infections are brain abscess, men- 
ingitis, and lateral sinus thrombosis. 

Definition.—Otitic brain abscess means the 
presence of a localized collection of pus in an 
abnormal, circumscribed cavity formed by dis- 
integration of brain tissue, the source of the 
etiological infection being in the ear. 

Frequency.—Approximately fifty per cent of 
all abscesses of the brain are secondary to mid- 
dle ear infection. 

Anatomy.—The middle ear may be likened 
to a six-sided box. The lateral wall represents 
chiefly the drum membrane. The anterior wall 
is rather thick and has a perforation for the 
entrances of the eustachean tube. The medial 
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wall is thin and shows the round window, the 
oval window, and the promontory of the vesti- 
bule, all leading into the internal ear. Infec- 
tion penetrates these areas easier than the rest 
of the medial wall and it is often through these 
sites that infection reaches the intracranial 
cavity. The posterior wall is thick and full of 
cells between thin partitions of bone, these cells 
being known as the mastoid cells. Postero-me- 
dial to this is located the descending portion of 
the lateral sinus on its way to the jugular bulb. 
If infection spreads through this wall, it in- 
volves the cerebellum. The superior wall repre- 
sents the roof, or tegmen, of the middle ear and 
is usually very thin, often one millimeter or even 
less. It forms a part of the floor of the middle 
cranial fossa. Pathology spreading upward 
through the tegmen involves the tempero- 
sphenoidal lobe of the brain which is situated 
in the middle cranial fossa. The inferior wall 
is the floor of the middle ear. 

Etiology and Pathogenesis.—The etiology of 
otitic brain abscess is middle ear infection, but 
impaired general health is frequently the un- 
derlying factor. The causative bacteria are 
most often staphylococci and streptococci. The 
history reveals that a middle ear infection was 
present. Then, either through the blood 
stream, a retrograde thrombophlebitis, a de- 
hiscence in the roof of the middle ear, necrosis 
of the superior, medial, or posterior wall of the 
middle ear, or along the nerve sheath of the 
acoustic nerve, or the perivascular lymphatics, 
this infection spreads to the dura mater. An 
epidural abscess results because the dura, like 
the peritoneum, possesses a remarkable ten- 
dency to wall off infection. 

The infection being too virulent, or the host’s 
resistance too poor to keep the infection local- 
ized, the process spreads in the line of least 
resistance—towards the brain. The abscess 
area remains walled off except for the advanc- 
ing part. The advancing infection leaves be- 
hind a circumscribed tract, and this sometimes 
remains open and allows drainage into the mid- 
dle ear. 

Naturally, chronic infections of the middle 
ear cause most otitic brain abscesses—acute 
infections less. 

Symptomatology—The diagnosis of otitic 
brain abscess depends to an unusual degree on 
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the history of the case. Almost invariably 
there is a history of a chronically discharging 
middle ear, for months or years. 

So long as the discharge follows the even 
tenor of its way, we may be sure intracranial 
complications have not developed. Extension 
of the process is preceded by (1) a change in 
the amount or odor of the discharge; (2) 
headache, which may have been forgotten; or 
(3) some exacerbation. Frequently this flare- 
up of the middle ear, and any ensuing head- 
ache, are attributed by the patient to a cold. 

The symptoms of brain abscess may be most 
easily understood and remembered if considered 
on a pathological basis, i.e., (1) cerebral and 
cerebellar suppuration and (2) cerebral and 
cerebellar pressure. 

Cerebral suppuration, in its beginning, usual- 
ly causes an initial chill of more or less severity. 
Vomiting and headache occur without exception 
at some time in every case. The vomiting may 
be with or without nausea and may occur once 
or many times. The headache has no definite 
characteristic. It may be severe, mild, persis- 
tent, or recurrent—usually the latter. Head- 
ache and vomiting together are of much diag- 
nostic significance. 

Two very important considerations are the 
temperature and the pulse. During the greater 
part of the time the temperature is normal or 
subnormal with, however, occasional mild ex- 
cursions above normal. The pulse rate is de- 
cidedly slow in comparison to the temperature. 

The depression and toxemia produced by the 
suppuration result in a characteristic facies of 
indifference or carelessness. The tongue is 
persistently coated. Mild dizziness, dry skin, 
and sordes on the teeth are often noted. 

The spinal fluid is usually not under in- 
creased pressure. The cell count varies from 
fifty to two hundred. Organisms are not found. 

Cerebellar suppuration presents the same 
symptoms as does cerebral suppuration but 
also causes suboccipital tenderness, rigidity of 
the neck—mild or severe, yawning, and much 
more loss of flesh than does cerebral suppura- 
tion. Altered knee jerks may be present as 


well as glycosuria without hyperglycemia. 
Cerebral pressure does not become very 

marked in brain abscess, probably because the 

abscess creates its own habitat as it progresses, 


by destroying tissue, instead of merely pushing 
it aside as do some tumor growths. However, 
even mild or moderate increase of pressure may 
result in a variety of manifestations. Slow 
pulse is characteristic of this increase in pres- 
sure. The lack of persistent fever may be ex- 
plained on the same basis as well as papilledema. 
Three other pressure manifestations frequent- 
ly found are speech aphasia (inability to think 
of names of objects with which the patient is 
familiar); contralateral, slowly progressive, 
paresis or paralysis of the face, arm, and leg; 
and homonymous hemianopic indentation of 
the visual fields. (Homonymous hemianopic 
indentation of the visual fields means an inden- 
tation of the peripheral vision of the nasal part 
of one eye and the temporal part of the other. 
The reason for this is evident when we recall 
that the nasal half of the optic nerve on one 
side and the temporal half of the other form 
the optic tract—behind the optic chiasm. ) 

Cerebellar pressure signs are ataxia; a di- 
minution of the normal muscular dexterity and 
coordination; paresis or even paralysis of the 
face, arm, or leg on the same side as the lesion; 
and forced cerebellar attitudes (the patient 
sleeping curled upon one side when, normally, 
he sleeps in some other position). Other pres- 
sure signs which may be encountered are papill- 
edema, dilated pupil, spontaneous nystagmus, 
and scanning speech. Both eyes may be fixed 
laterally and any of the nerves about the base 
of the brain may become involved. Vertical 
nystagmus is always of central origin. 

Pressure signs appear late in cerebellar ab- 
scess. Therefore we should strive to make the 
diagnosis before they appear. When, during 
the course of a middle ear infection, symptoms 
of suppuration of brain tissue are encountered, 
without pressure or localizing symptoms, the 
patient probably has a cerebellar abscess. This 
is true because, were the abscess in the tempero- 
sphenoidal (middle fossa) lobe, pressure signs 
would occur earlier. In addition to the cere- 
bellum and temperosphenoidal lobe of the brain 
no other area of the brain is very apt to be 
involved in otitic brain abscess. 

Treatment. The treatment of brain abscess 
is always surgical unless diagnosed too late 
for operative intervention to be of use. 

Diagnosis—The history or presence of a 











oo > acaba 


ttn = 








—_ 1 


‘v 








no AT ts 


tt 


Wheto tee: tan 


tone 





discharging ear, with symptoms of suppuration 
of brain tissue, strongly suggests brain abscess. 
Increase in the spinal fluid cell count is of much 
significance. 

Differential Diagnosis.—Otitic brain abscess 
must always be differentiated from lateral sinus 


thrombosis and meningitis. The former is ac- 
companied by a striking temperature, reaching 
104-6 degrees or more every day; frequently 
a positive blood culture; no pain or mental dis- 
turbances ; and the patient looks well. Spinal 
fluid should be normal and the pulse rate va- 
ries directly with the temperature. 

Otitic meningitis presents a persistently high 
temperature, agonizing persistant headache, 
often accompanied by a characteristic cry ; stiff- 
ness of the neck, a mixture of restlessness and 
sleeplessness, excitability and irritability. De- 
lirium or coma is frequent. Any of the twelve 
cranial nerves may be involved. The spinal 
fluid is cloudy, under increased pressure, and 
contains a marked increase in cells. 

Tumor of the brain may be hard to differen- 
tiate but in the typical case there is no history 
of an infected ear ; the hearing is not impaired ; 
there is no fever; and the process advances 
steadily. 

Syphilis may be recognized by a history of 
a primary sore and the various clinical and 
laboratory findings. 

Case Histories—We present here a short 
discussion of fourteen hospital case histories of 
brain abscess secondary to middle ear infection. 
Of these cases eleven died following operation, 
a mortality of 78.5 per cent. The usual ter- 
minal feature was meningitis although in one 
case cerebral hemorrhage and, in a second, cere- 
bral edema was the cause of death. One case was 
not operated on as it died second day after ad- 
mission while being considered for operation. 
Of the three remaining cases one was dismissed 
as “Improved” four months after drainage of 
a left temperosphenoidal lobe abscess but re- 
turned three weeks later and died of meningi- 
tis. The two remaining cases made excellent 
recoveries following operation and were able 
to earn their own living—14.2 per cent. 

The youngest case was fifteen years old, the 
oldest fifty four and the average thirty. It 
is worthy of notice that none of these cases 
were in young children. 
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In four cases (28.5 per cent) the abscess was 
in the posterior fossa—cerebellar ; in nine cases 
(64.3 per cent) in the middle fossa—tempero- 
sphenoidal lobe; the location was not deter- 
mined in one case. Of the two cases that com- 
pletely recovered one had a cerebellar abscess 
and one a temperosphenoidal lobe abscess. 

Every one of these cases gave a history of a 
previous ear infection. Eight patients had a 
chronic otitis media ranging in duration from 
less than a year to as high as thirty five years. 
Three patients had acute otitis media from 
twenty one to thirty seven days duration. Three 
patients had had a mastoid operation from four- 
teen to twenty nine days previous to the estab- 
lishment of the diagnosis of brain abscess. 

The chief complaint of ten were headache and 
vomiting with a distinct association between the 
two; six of post-auricular pain on the side of 
the bad ear; one of ataxia; one of dysarthria; 
one of speech aphasia ; one of diplopia ; and one 
of dizziness. 

The reason for the seeming discrepancy be- 
tween the classical symptoms and those given 
below is that some of the cases were seen after 
complications developed. 

Headache was present in every case and, in 
all but one, was associated at some time with 
vomiting. ‘There was no characteristic feature 
of the headache except that it was intermittent. 
The pulse rate varied from a low of fifty six 
per minute to a high of one hundred twenty. 
The temperature was subnormal at some time 
in every case but one that came in in extremis. 
The highest oral temperature was never over 
101 degrees except towards a fatal termina- 
tion. 

Paresis was present in seven cases; three in 
the face, arm, and leg; four the face alone; 
one the sixth nerve alone (external rectus 
muscle of the eye). Speech aphasia was pres- 
ent in three cases. Homonymous hemianopic 
indentation was observed in three cases, absent 
in one, and not reported in the others. 

Vertical spontaneous nystagmus was present 
in two cases ; horizontal spontaneous nystagmus 
in one; a bizarre nystagmus in one; and no 
nystagmus in ten. 

Papilledema was seen in five cases, absent in 
seven, and not reported in two. 

The patellar reflexes were absent bilaterally 
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in five cases, unilaterally hyyperactive in two, 
and not mentioned in seven. 

Constipation was present in ten cases. Blood 
Wassermann was negative in seven; not re- 
ported in seven. 

Localizing signs were definitely present in 
all cerebellar cases and consisted of scanning 
speech, vertical spontaneous nystagmus, bi- 
zarre nystagmus, and impaired muscular dex- 
terity. 

Localizing signs were also present in four 
temperosphenoidal lobe cases and consisted of 
speech aphasia and homonymous hemianopic 
indentation of the visual fields. 

The leukocyte count varied from a minimum 
of six thousand to a maximum of eighteen 
thousand, with the average being twelve thous- 
and five hundred. The spinal fluid cell count 
ranged from a minimum of fifty to a maximum 
of eight thousand (meningitis ). 

Glycosuria was not found in any case. 

A brief consideration of two cases that died 
and in which autopsies were obtained is pre- 
sented below, followed by a similar discussion 
of two cases that recovered. 

J. N., white, female, seventeen years old, 
admitted June 20, 1933, died June 22, 1933. 

Chief complaints were severe headaches as- 
sociated with nausea and vomiting. 

On March 1, 1933, patient had scarlet fever 
followed by pain in the right ear, which, in a 
few days, began discharging pus. Mastoidec- 
tomy was performed March 24 and she was 
discharged May 24. However, June 8 patient 
developed generalized frontal headaches, verti- 
go, and vomiting. The vertigo diminished ; 
vomiting lasted five days. June 19 vomiting 
and vertigo recurred, preceded four days by 
a tendency to fall to the right. 


Physical examination on admission revealed 
coated, dry tongue; marked spontaneous ny- 
stagmus to the right, slight to left; abdominal 
reflexes absent ; a mild impairment of muscular 
coordination on right side. Leukocyte count 
was 16,200 with 80.5 per cent polymorphonu- 
cears ; spinal fluid showed: clear fluid, 110 cells, 
sugar diminished. The visual fields were not 
constricted. Temperature varied from 98.6 to 
99.6, and the pulse from 56 to 84. Patient died 
suddenly June 22. Autopsy revealed a right 
cerebellar abscess. 


H. B., white, female, thirty five years old, 
admitted June 5, 1933, died June 7, 1933. 

Chief complaints were pain and discharge 
right ear, headache, nausea, and dizziness. 

For several years patient had a painless dis- 
charge from the right ear. May 31, 1933, de- 
veloped pain in the ear and headache. June 3 
developed severe headache, nausea, and vertigo. 
Vomited several times. 

Physical examination showed a purulent dis- 
charge from the right ear, stiffness of the neck, 
a right facial paralysis, a positive Kernig’s, and 
a tendency to fall to the right and backwards. 
The patient was constipated. The spinal fluid 
contained 5,800 cells, 75 per cent polymor- 
phonuclears. The temperature was normal, 
pulse 80, respiratory rate 20. The fever began 
to rise immediately and continued rising until 
fifty two hours later when patient suddenly 
died, the temperature having reached 107. The 
pulse rate hung around 100 as the temperature 
rose. 

Autopsy report was “Abscess of right tem- 
poral lobe. with erosion of cerebral vessel, 
hemorrhage into the ventricular system and 
subarachnoid space.” 

R. F., white male, 43 years old, admitted June 
1, 1931, discharged “Healed” September 14, 
1931. 

The only history obtainable was that the man 
had a chronic middle ear infection of indef- 
inite duration, severe generalized headaches at 
times for years, and a left-sided headache for 
the five days preceding admission. 

On examination temperature was 99.8, pulse 
66, and respiration 24 per minute, and there 
was a mild purulent discharge from the left 
middle ear. The labyrinth of each ear re- 
sponded normally to tests. The spinal fluid 
was clear, under moderately increased pres- 
sure, 150 cells, 80 per cent polymorphonu- 
clears, sugar content normal, no organisms 
found on smear or culture. Blood count showed 
18,000 leukocytes with 82 per cent polymor- 
phonuclears. There was marked speech apha- 
sia, weakness of the right side of the face, right 
arm, and right leg, and constipation. The 
average pulse rate was 70, the temperature 
varied from 98 to 100. 

A left tempero-sphenoidal lobe abscess was 
incised and drained on June 12. The patient 
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did not improve and the area was re-drained 
on June 16 after which he improved rapidly 
and was discharged. 

M. B., white female, 44 years old, admitted 
November 18, 1930, discharged March 5, 1931. 

Chief complaints were discharge and pain 
right ear, vertigo. ataxia, headache, and vomit- 
ing. 

The patient’s history revealed a discharge 
from the right ear of indefinite duration dur- 
ing childhood. In July, 1930, discharge and 
pain recurred and have persisted. Since this 
time has had vertigo, falling to the right, severe 
frontal and right temporal headaches. Since 
late in October, inability to use fingers and right 
leg skillfully have been noted—spills coffee, 
stumbles when stepping up on pavement, etc. 
Recently the patient has vomited several times. 

Physical examination showed a perforation 
of the right drum membrane with granulations 
protruding through perforation, temperature 
normal, pulse 110, respirations 24; weakness of 
right side of face, right arm and leg; spontan- 
eous vertical nystagmus ; tendency to fall back- 
wards ; positive Babinski and ankle clonus both 
sides. Patient vomited and was constipated. 
Temperature varied from 98 to 100, and pulse 
rate averaged 100. Blood Wassermann was 
negative, spinal fluid contained no organisms ; 
blood count was leukocytes 11,400 with 64 per 
cent polymorphonuclears. 

Patient had an incision and drainage of right 
cerebellar abscess and recovered. 





TREATMENT OF MECHANICAL IN- 
TESTINAL OBSTRUCTION BY THE 
DUODENAL TUBE AND SUCTION 
C. R. F. BAKER, M.D.., 

Sumter, S. C. 

Cases of intestinal obstruction probably cause 
the surgeon greater concern than any other 
group ofcases. Having seen a number of 
these cases and in particular having seen a num- 
ber in which although the operation was suc- 
cessful, the patient very soon thereafter ter- 
minated his existence, I began to watch the 
literature carefully for anything that I thought 
might help me in dealing with this type of case. 


*Read before the South Carolina Medical Associa- 
tion, Greenville. S. C., April 22, 1936. 
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Not long ago I ran into an article, and since | 
have put its ideas into practice, | have a much 
more hopeful outlook for the patient with in- 
testinal obstruction. 

The early surgical method of treatment was 
to operate and free the obstruction after first 
watching the case for a number of hours to 
see if enemas, etc., would not give relief. Under 
this regime, at a meeting of the American As- 
sociation of Physicians and Surgeons in 1888, 
a rather large series of cases was reported and 
the mortality was 69 per cent. With improve- 
ment in surgical technique and the realization 
that operation, if it was to be done at all, had 
to be done as early as possible, better results 
were obtained. 

Next, about 20 years ago enterostomy was 
introduced as the best method of treatment. 
As soon as a diagnosis could be made, a small 
incision was made under local anesthesia; the 
first loop of distended intestine that presented 
itself in the wound was grasped; a large ca- 
theter was inserted into this loop; and the ab- 
dominal wound was closed without any attempt 
being made to free the obstructing mechanism. 
This was done with the idea that if the gas and 
fluid in the distended loops could be drained 
off through the catheter, vomiting would cease, 
and the patient could take some nourishment. 
Later it was planned to operate a second time 
and remove the obstruction. With this method 
of treatment better results were again obtained, 
but much was still left to be desired as the ac- 
companying mortality statistics show. 


INTESTINAL OBSTRUCTION, MORTALITY 
STATISTICS 
Series 
Meeting of American Association of Physi- 
cians and Surgeons in 1888 -_-_-_--__---- 69 % 


Pinney S.C. & O. 323402, 1921 .......22-+~<< 36% 
Deaver & Ross Ann. Surg. 83:571, 1926 42 % 
Miller C. J. Ann Surg. 89:91, 1929, 343 Cases_60.9 % 


Cornell Ann. Surg. 95 :816, 1932 ____---_-_-- 51.48% 
Fey & Cubbins S. G. & O. 60:738, 1935, 241 
ES ae ne aan ee. ee bene eee nee 42.7 % 


Wangensteen O. H. J. A. M. A. 101 :1532, 
1933 


In these series of cases some surgeons freed 
the obstruction alone, while others used enter- 
ostomy or freed the obstruction, depending 
upon the case. 
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The fact I wish to emphasize, however, is 
that in a fairly large percentage of the cases 
treated by enterostomy it was found that the 
second operation, the operation to free the ob- 
struction, was never necessary. The obstruc- 
tion would apparently free itself after the en- 
terostomy had functioned two or three days, and 
the patient’s bowels would move. The exact 
mechanism by which this clearing up of the 
obstruction takes place has not been adequately 
explained, but anyone who has treated intes- 
tinal obstruction by enterostomy knows it to 
be a fact that it does take place. 

The treatment of intestinal obstruction by 
the duodenal tube and suction is a direct de- 
velopment from the use of enterostomy and 
this fact that after enterostomy further opera- 
tion is frequently not necessary. For the dis- 
tention above the obstruction can be relieved 
by suction on a duodenal tube just as satis- 
factorily as by an enterostomy. 

The distention is caused by the accumulation 
of fluid and gas in the intestine above the ob- 
struction. The fluid comes chiefly from the 
intestinal digestive juices which are poured 
into the gut in or about at the level of the duo- 
denum, and Mclver of Boston by a series of 
ingenious experiments has proved rather con- 
clusively that the gas comes not from intestinal 
fermentation, as was once thought, but from 
swallowed air. 

So the duodenal tube readily removes the 
intestinal juices that are poured into the duo- 
denum, catches the swallowed air either in the 
stomach or duodenum, and when fluid or gas is 
brought from the lower reaches of the intes- 
tines back to the duodenum by reverse per- 
istalsis it is likewise removed, until finally the 
bowel above the obstruction is completely 
emptied. If the bowel were filled with fluid 
alone or gas alone, it could be emptied almost 
immediately by the suction, but the mixture of 
gas and fluid makes it a slow process. 

The apparatus used is simple and can be as- 
sembled in a few minutes in almost any hospi- 
tal. It consists of a Levine duodenal tube 
of No. 14 or No. 16 French size with small 
holes cut back for a distance of 10 inches from 
the tip, two bottles of about 4,000 cc. capacity 
graduated by adhesive stuck to the bottle, a 
sling to support one of the bottles in an in- 


verted position, a rubber stopper with two 
holes in it, and some rubber and glass tubing. 
Two short pieces of glass tubing are fitted 
snugly into the holes in the rubber stopper and 
the stopper is fitted tightly into one of the large 
bottles which is filled with water. To one 
glass tube is fitted a short piece of rubber tub- 
ing and to the other a long piece of tubing. Both 
tubes are clamped; the bottle is inverted and 
it is suspended by a sling well above the pa- 
tient’s head. The short rubber tube is con- 
nected with the Levine tube, and the end of the 
long tube is immersed in 500 c.c. of water, 
which is placed in the second bottle, and the bot- 
tle is set beneath the bed. The apparatus is 
ready to work as soon as the Levine tube can be 
introduced into the duodenum and the clamp 
removed from the rubber tubing. The amount 
of suction is equal to a column of water extend- 
ing from the level of the duodenum to the level 
of the water in the lower bottle. This should 
be about 2 1-2 feet, because more than that 
engages the mucous membrane of the gut in the 
holes in the Levine tube and defeats your pur- 
pose. 

Most cases of mechanical obstruction that 
we see are caused by postoperative adhesions, 
and fortunately that is the kind of case in which 
this type of treatment finds its greatest field of 
usefulness. Practically all cases of obstruc- 
tion due to adhesions can be relieved by this 
procedure without operation. There is, how- 
ever, one type of obstruction in which it most 
decidedly must not be used, and that is in cases 
of strangulation obstruction, cases in which the 
blood supply to a loop of gut is radically im- 
paired, such as intussusception, volvulus, or 
strangulated herniae. How is one to tell 
whether a case has a strangulation or not? 
Usually the clinical data will permit one to 
make a diagnosis. In the first place the patient 
gets sick quicker and looks sick quicker with a 
strangulation obstruction than with a simple 
obstruction. He is more likely to show signs 
of shock, and the pulse will be elevated early. 
The leukocyte count will be elevated. And 
with a strangulation of the gut there will be 
abdominal muscle spasm, localized tenderness, 
and rebound tenderness. Furthermore, the in- 
stitution of suction usually quickly relieves the 
pain of simple obstruction while pain will per- 
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There will be some 
border line cases in which the differential diag- 
nosis is hard to make; and when in doubt, the 
best plan is to operate. 

The treatment of a typical case is as follows: 


sist in strangulated cases. 


The patient is made as comfortable and warm 
in bed as possible, but no opiates are given. 

The tube is introduced through the nostril; 
this is easier than trying to introduce it through 
the mouth. It is passed back through the nose 
until the patient feels it in the back of his throat. 
When he indicates that he feels it there, he is 
given a glass of water to drink and as he swal- 
lows the tube is gradually and gently pushed 
down the esophagus. With care and gentle- 
ness the introduction can often be accomplished 
without the patient’s gagging a single time. 
After a period of time the tip will usually pass 
on into the duodenum without further manipu- 
lation; but if it does not, it can be made to do 
so by having the patient lie on his right side and 
giving drugs to relax the pyloric sphincter. A 
few drops of mineral oil are placed in the pa- 
tient’s nostril 2 or 3 times a day to keep the tube 
from causing too much irritation. The tube 
is fastened to the upper lip with a narrow strip 
of adhesive and suction applied. 

If the case is one of simple obstruction, the 
patient’s pain is diminished almost immediate- 
ly, that is, as soon as the stomach is emptied. 
After that the typical cramp-like pains quickly 
diminish in intensity and within an hour or so 
disappear completely. If the tube does not 
relieve the pain, careful reexamination of the 
patient should be done to make certain that the 
case is not one of strangulation obstruction. 

The patient is allowed to have nothing by 
mouth during the period of obstruction. He 
may chew gum or suck a little cracked ice to 
keep his mouth from becoming too dry. Fluids 
and nutrition are maintained by giving 3,000 to 
5,000 c.c. of 5 per cent glucose in normal salt 
solution a day either by vein or subcutaneously. 
Enough fluids must be given to maintain a urine 
output of between 700 and 1000 cc. If the 
patient is excreting this much urine per day, 
there is no danger of alkalosis or dechloriniza- 
[ find that 1000 c. c. of the glucose solu- 
tion given every eight hours works satisfactor- 


tion. 


ily. 
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An electric pad to the abdomen, on for 30 


minutes and off for 30 minutes, seems to help: 
probably by dilating the cutaneous blood ves- 
sels and diverting some blood from the con- 
gested splanchnic area. 

The patient should be moved from side to 
side in bed occasionally, for this helps to shift 
the fluid and gas in the distended loops of gut 
and bring it in a position for the suction appara- 
tus to remove it. 

The best way to follow the progress of the 
case is by flat X-ray plates of the abdomen, By 
this means diminution in the distention of the 
small intestine can be observed ; and when gas 
appears in the large intestine, it means that the 
obstruction has been relieved. 

Unfortunately, X-ray pictures are expensive, 
and not many patients can afford to pay for 
them. There are certain clinical signs that in- 
dicate the progress of the case. In the first 
place, the degree of distention diminishes as the 
and fluid removed. Another thing 
that will help you is the nature of the fluid 
aspirated from the gut. 
menced, the fluid withdrawn is usually dark 
green or black and has a foul odor. The color 
is probably due to altered bile. As treatment 
progresses favorably, the amount aspirated di- 
minishes and the color of the fluid becomes yel- 
low, almost like fresh bile from the liver. When 
this yellow fluid appears, the treatment is near- 
ing its end. 


gas are 


When suction is com- 


When the obstruction has ap- 
parently released itself, try clamping the suc- 
tion tube for an hour. If the cramplike pains 
do not recur, try giving small amounts of water 
at frequent intervals, and now and then re- 
apply the suction to see whether as much is 
Ifa 
lesser amount is obtained, some of the water 


siphoned back as was given the patient. 


niust have been absorbed or passed on, and the 
patient's diet can be gradually increased. 

Enemas may be given, but they do not seem 
Shortly after the obstruction releases 
itself, the bowels usually move without the aid 
of a cathartic or enema. 


to help. 


| want to give briefly the record of one case. 
The patient was admitted one morning about 
five weeks after he had had an operation for 
acute appendicitis. Soon after supper the night 
before, he had begun to have crampy pains in 
his stomach which would come and go. His 
bowels had moved the previous morning. The 
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pains grew worse and worse and he became 
nauseated. He was given calomel, but this 
served only to increase the pain and vomiting, 
and his bowels did not move. His abdomen 
swelled up. On examination the patient looked 
sick. No fever, but his pulse was a little rapid. 
The abdomen was distended and tympanitic ; 
there were no masses or spasm. X-ray showed 
parallel loops of small intestine greatly dis- 
tended with gas. A duodenal tube was intro- 
duced and suction applied. After sixty-five 
hours the obstruction seemed to have been re- 
lieved. He was given mineral oil. His bowels 
moved with oil in the feces, and he was sent 
home 5 days after admission. 

In conclusion, let me say that some of you 
may consider this a rather radical departure 
from the accepted methods of treating intes- 
tinal obstruction. If you will read O. H. 
Wangensteen’s article in the J. A. M. A. for 
Nov. 11, 1933, perhaps you will be more con- 
vinced of its efficacy; and if you will try it in 
some of your cases, I am sure you will be more 
convinced. Even if it is not used until the 
obstruction has cleared up completely, if it is 
used a few hours until some of the distention 
has been relieved and the patient is filled up 
with intravenous fluid, your patient will be in 
better condition for operation and you can 
operate with greater ease, because the deflated 
intestines can be manipulated more easily than 
they could have been in their distended condi- 
tion. And let me repeat, if there is any ques- 
tion of strangulation, operate at once. 


DISCUSSION 
Chas. J. Lemmon, M.D., Sumter, S. C.: 

A very important method of treating mechanical 
intestinal obstruction has been clearly brought to our 
attention by Dr. Baker. The results obtained by 
the enterostomy method place the decompression 
method upon a rational basis. 

During the past several years a great deal of em- 
phasis has been placed upon the importance of pre- 
paring patients for the ordeal of surgery. Cases 
of intestinal obstruction have been and are still being 
operated upon immediately after entering the hos- 
pital. This I believe is wrong, because it does not 
matter where the obstruction is or the type of ob- 
struction, these patients should all be decompressed 
and filled up with normal salt solution and glucose 
before they are operated upon. During this time, 
which requires several hours, the surgeon can more 
thoroughly study his case and make a better diagnosis. 


This method is not advocated when the obstruc- 
tion exists in the colon, because the ileocaecal valve 
is supposed to prevent the colon from emptying itself. 
However, I had a case who came in with an acute 
obstruction, he was decompressed, after his decom- 
pression his bowels moved freely. Later a diagnosis 
of mechanical obstruction of the descending sigmoid 
due to a malignant tumor was made. Thus the de- 
compression enabled me to prepare my patient and 
convert a very poor risk into a fairly good operative 
risk because of the aid of the decompression. 

Since Wangesteen advocated the treatment of me- 
chanical intestinal obstruction by decompression, I 
have not made an emergency of any case of intes- 
tinal obstruction that has come under my care. I 
believe that the preparation of these poor risks is most 
important before operating. I have not had a case 
of mechanical obstruction relieved by the method; 
still I believe it is possible and hope to have cases 
amenable to such treatment. 

Dr. Baker has pointed out the most important dif- 
ferentiating points between simple mechanical ob- 
struction and mechanical obstruction with strangula- 
tion. Even in cases with strangulation you improve 
your patient’s chance of recovery by giving the pre- 
liminary preparation I have mentioned before operat- 
ing, because with the decompression you remove the 
gases and fluid and relieve the distention in the gut; 
and even if you have to do a resection, the mechanic 
is far better than if you hadn’t taken some few hours 
to prepare your patient. 

I wish to congratulate Dr. Baker upon choosing 
such an important subject for presentation to this 
society at this time. I think the decompression tech- 
nique as applied to all forms of abdominal distention 
with nausea and vomiting one of the most important 
agencies advocated in advancing abdominal surgery 
in the past twenty years. 


Dr. George T. Tyler, Jr., Greenville : 

This is an excellent paper. If we would make use 
of the stomach tube oftener, it would be to the great 
advantage of our patients. There are two or three 
reasons, I think, why the stomach tube has not been 
used quite so frequently as it should have been. One 
is that we have not all got away from the idea of that 
great big thing, which reminds us more of a piece 
of garden-hose than anything else—the old-fashioned 
stomach tube. Maybe some of us have had it intro- 
duced. It is not very pleasant to think of. The 
stomach catheter is quite small, and patients can 
retain it for days, if necessary. 

Dr. Baker has brought out very clearly that this 
method should not supplant operation or enterostomy 
if it is needed, but that it is one to make use of; and, 
if it works, very well. If it does not work, then the 
patient has lost nothing ; in fact, he has gained a great 
deal: Hs is in better condition for operation. 

There is no subject in surgery that is attended with 
more romance than intestinal obstruction, and the 
reason is that sometimes we win and sometimes we 
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lose. Heretofore the losses have been discouraging. 
We certainly are working for better results, and I 
know they are present because of the more intelligent 
and more careful treatment of intestinal obstruction. 

Dr. Baker spoke of not using opiates. I believe 
that in this condition, opiates are indicated. The 
opiate does two or three things. It relieves the pa- 
tient mentally and physically. It lessens peristalsis, 
which causes the pain. Opiates should be used. The 
urine output should be increased to two or three liters 
every twenty-four hours. The administration of fluid 
in these cases is absolutely necessary. These patients 
are vomiting; they lose chlorides; and they should 
have salt solution, and glucose also. It is better to 
use hypertonic salt solution rather than the normal 
salt solution, because of the severe loss of chlorides. 

The more carefully these patients are watched, the 
better the results will be. Dr. Baker showed in his 
picture one thing which he did not mention. As I 
looked at the picture, I though the head of the bed 
was higher than the foot. That is a very good idea. 
Maybe the patient should be even higher, in a semi- 
Fowler position. The blood count is important, and 
repeated blood counts should be made. The respira- 
tion, too, is very important, as well as the pulse and 
temperature. We can get a great deal of informa- 
tion from these simple measures. The results in 
intestinal obstruction are in direct proportion to the 
careful watching of the patient. . 


Dr. Wm. H. Prioleau, Charleston : 

Dr. Baker has presented an important subject and 
has covered it fully. I have a few brief remarks to 
make concerning the technic of the use of the inlying 
stomach tube for continuous drainage. I notice that 
he specifies that he does not think it advisable to give 
the patients water by mouth in the use of this pro- 
cedure. At first I followed the practice of not giving 
water, but soon I changed. I find that swallowing 
water makes the patients ever so much more com- 
fortable, and they tolerate the tube better. The tube 
functions better, as it is less likely to become occluded. 
In treating intestinal obstruction without the inlying 
tube, of course, we can not give water, but in using the 
tube I find that water can be given, because it is 
sucked back as rapidly as given and effects a continous 
stomach lavage. The giving of water keeps the 
throat and esophagus in much better condition and 
makes the patient much more contented. 

Once the tube has been passed, if you are unable 
to aspirate typical stomach contents, it is wise to in- 
treduce a laryngeal mirror to make sure that the tube 
is in the esophagus. Otherwise it may be coiled up 
in the larynx. 


As to opiates, recent investigation has shown that 
they increase the tone of the bowel and do not cause a 
cessation of peristalsis. So there is no reason why 
they should not be given. The well known beneficial 
effect remains the same, though it must now be ex- 
plained in a different way. 
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Dr. Carl B. Epps, Sumter : 

As you have all heard, this is offering you a method, 
non-operative, for treating mechanical obstruction. 
That covers a lot of ground, gentlemen—as I see it, 
everything but paralytic ileus. It covers everything 
in twenty-odd feet of intestine. It advises you that 
you can drain this twenty-odd feet of intestine with 
a tube one-eighth the size of that to be drained—a 
tube that is likely to be clogged. I consider the 
Levine tube very valuable but also consider its legi- 
timate use to be decidedly circumscribed. When you 
are dealing with intestinal obstruction, you are not 
dealing with a theory; you are dealing with extremely 
ill patients. Most of these patients have had enemas, 
castor oil, Black Draught, etc., before coming to the 
hospital. Many of them have had obstruction for 
hours. I had a case recently of a patient who came 
in, having had intestinal obstruction for three days. 
I removed a piece of gangrenous intestine twelve 
inches long. The patient was so bad I did not feel 
as if | were doing an operation at all but rather doing 
an autopsy; which was the truth. Any complete ob- 
struction operated on nearly three days after ob- 
struction is practically a moribund case. How are 
you going to tell, without a laparotomy, that you are 
dealing with actual adhesions that tie down the bowel? 
I remember a case I had of a boy who had been 
operated upon—not in our hospital, of course, but in 
some other hospital. It was a clean ca$e, as reported 
to me. He had been sick two or three days. He had 
one small adhesion, which completely shut off the 
intestine. Now, could you have opened that up with 
a Levine tube? Had you opened it up, could you have 
guaranteed that the obstruction would not have re- 
turned? No one claims that the Levine tube dis- 
solves adhesions. I do not believe that with the 
Levine tube, or any other tube, you can release ad- 
hesions that you can hardly release with your hand 
when you get in there but have to do it by dissection. 

Dr. Baker and I live in the same town, and wé have 
had many friendly arguments over this. He and I 
are just about as convinced as if we were arguing 
over religion. We must take a common-sense view 
of it, I say now. What will it do, and what can it 
do? He and I were operating on a patient one day, 
an old case of salpingitis. We got down in the lower 
abdomen and found the bowels all matted together. 
He said: “If we had used a Levine tube we would 
not have had to operate.” But I am not convinced. 
Often you can not tell whether it is a case of ob- 
struction or not. Very often then bowels will move 
themselves in a couple of days. But I do not believe 
you can release adhesions with the Levine tube or 
any other tube. If you do get a bowel movement, 
you certainly have not removed the cause, because 
you can not dissolve adhesions with any kind of tube. 


Dr. W. B. Ward, Rock Hill: 


Speaking of intestinal obstruction, there are a 
great many varieties of it. About two-thirds of the 
cases that I see, or that are sent in to me as intestinal 
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obstruction, are not true intestinal obstruction and 
can be relieved by tubes. I take the viewpoint of Dr. 
Epps, that if it is really and truly intestinal obstruc- 
tion, there is no chance to relieve that obstruction by 
a tube. 

I have never been in a hurry to operate on intes- 
tinal obstruction. I just sat and recalled, during his 
talk, some cases of intestinal obstruction that I have 
had during the last six months. A great many of 
them had been obstructed for quite a few days, some 
as long as a week. When he said there was some 
way to make a differential diagnosis between an ob- 
struction that is strangulating the intestine and an 
obstruction that is not strangulating the intestine, 
by the severity of the symptoms, I recalled a patient 
whom I saw just a few days ago, with a hernia caus- 
ing severe obstruction, with all the evidence in the 
world that it was not causing strangulation. I had 
to open that patient up and had to resect a portion of 
gangrenous bowel. So I know of no way in the world 
by which you can accurately diagnose strangulation. 
There is a small percentage that you recognize at 
once as cases of strangulation. These cases are very 
difficult cases to handle, whichever way you jump, 
but they are very rare. The majority of intestinal- 
obstruction cases sent in to you are not intestinal 
obstruction, and they can be relieved without a tube, 
just by enemas and by glucose to support them over a 
period of tinte. But if it is due to a mechanical ob- 
struction, that obstruction is some band of adhesions 
or a carcinoma that is closing up the bowel, and if it 
is one of those true intestinal obstructions, there is 
no possible chance to relieve them by the tube. 

I was very much interested in this paper, because 
the subject is stated as treatment of mechanical ob- 
structions by the duodenal tube. Now, preliminary 
treatment by the duodenal tube is very wonderful; 
we all do that; but if we have a true intestinal ob- 
struction, I do not think anything will do any good 
except relieving the obstruction. In my opinion, 
enterostomy is more dangerous than an operation for 
the removal of the obstruction. I never use one under 
any circumstances at all, except where I can’t get 
intestines back into cavity without relieving them of 
some gas. 


Dr. Roger C. Doughty, Columbia : 

The paper brought up a profuse discussion, which 
has been very interesting. It has also brought up 
the old argument as to how you can know that you are 
dealing with a complete obstruction—or one that will 


be complete if you do not operate. To the general 
practitioners | should like to say this, that the deter- 
mination whether this method shall or shall not be 
used is the province of the surgeon. Therefore turn 
the patient over to the surgeon; don’t undertake to 
make the distinction yourself. I believe, personally, 
that most of the ones who get well are obstructions 
which were originally incomplete and were completed 
simply by the edema incident to some intestinal in- 
flammation usually brought in by catharsis. This 
will be relieved by suction. These also are the ones 
which probably will recur. 

I wish to emphasize the value of this method is the 
care of postoperative cases, where operation has 
been done in the upper abdomen, and also in the 
care of cases of ruptured appendix. It is of tre- 
mendous value, and I have seen no more comfortable 
group of patients than those who, following opera- 
tions for upper abdominal conditions or ruptured 
appendix, have had the tube put in. It usually re- 
lieves both the nausea and the vomiting. 

There is one point that should be mentioned. It 
is absolutely essential in using continuous suction to 
measure accurately the amount of fluid the patient 
swallows and the amount of fluid removed from the 
intestinal tract by the tube and the amount of urine 
the patient secretes, and also to make an allowance 
of from ten to fifteen hundred c. c. of fluid for the 
amount lost through the lungs and the skin. It is 
only by careful computation that you can maintain 
the fluid balance, and whether it is a case of me- 
chanical intestinal obstruction or paralytic ileus, the 
patient’s life depends upon your maintaining that 
fluid balance. 


Dr. Baker, Closing the Discussion: 


I want to thank the society for their very generous 
discussion of this paper. They have brought out 
many points that I should have liked to emphasize and 
go into detail about, but I could not do it in the 
fifteen minutes allotted to me. 

As to whether an obstruction is complete or not, 
I am not the best diagnostician in the world; I know 
l am not; but since I have learned about this method 
I have used it in cases which previously I would 
have operated upon immediately for intestinal ob- 
struction. I have had to operate on three of them— 


I mean I have used the tube and then operated in 
these cases, and so far my mortality in all cases is 
22.21 per cent. 
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THE PROVISIONAL PROGRAM 


The Scientific Committee, Dr. O. B. Mayer, 
Chairman, Columbia, S. C., presents in this 
issue of the Journal the preliminary informa- 
tion about the eighty ninth annual meeting of 
the State Medical Association in Columbia, 
April 13, 14, 15, 1937. In general all the plans 
are well under way for a great meeting. The in- 
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vited guests this year are men of international 
fame. Dr. Morris Fishbein is known around the 
world as the Editor of the Journal of the Amer- 
ican Medical Association, conceded to be the 
greatest medical journal in any language. Dr. 
[‘ishbein will deliver two addresses, one before 
the Association and the public at a meeting to be 
held in the interest of the health of the people 
of South Carolina, Wednesday evening, April 
14. Dr Fishbein will also deliver an address 
on Tuberculosis at the laying of the corner 
stone of the new half million dollar building of 
the South Carolina Tuberculosis Sanatorium 
by the Grand Lodge of Masons of South Caro- 
lina. 

Dr. A. B. Cannon, Associate Professor of 
Dermatology and Syphilology, College of Phy- 
sicians and Surgeons, Columbia University, 
New York, will deliver an address on some of 
the problems of the general practitioner on 
diseases of the skin. 

The Woman’s Auxiliary will have an un- 
usually fine program under the presidency of 
Mrs. T. R. W. Wilson of Greenville. There 
is a preliminary announcement in this issue of 
the Journal about the Auxiliary. 

Both the scientific and commercial exhibits 
promise to be of unusual scope. The enter- 
tainment features for the Association have been 
planned on a scale commensurate with the rep- 
utation for hospitality of the capital city of 
our State. The Jefferson Hotel has been 
selected for the Headquarters of the Associa- 
tion and the place of meeting, but there are 
many other good hotels recommended by the 
local committee on arrangements, of which Dr. 
T. A. Pitts, of Columbia, is the General Chair- 
man. 

There was an attendance at the last meeting 
in Columbia of approximately seven hundred 
people. We have every reason to believe that 
there will be a similar record attendance this 
year. 


PROGRESS IN HAY-FEVER 


Although the matter of prevention and cure 
of seasonal hay-fever is still some distance from 
a satisfactory state, nevertheless, gradually in- 
creasing knowledge of the nature of this pre- 
valent and disabling disease has made the load 
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of the sufferer somewhat less difficult. One 
step toward a better prospect for the patient 
has been made in the work done in recent years 
toward a scientific evaluation of so called hay- 
fever resorts, places to which sufferers have 
traveled in an effort to avoid the atmospheric 
pollen. The claims of such resorts have hither- 
to been based on scattered impressions and 
publicity agents’ optimistic views. Sometimes 
they have been based on the mistaken idea that 
the absence of the plant in the immediate local- 
ity was a guarantee against hay-fever attacks. 
This type of claim has been invalidated by the 
recognition of the fact that pollen may be borne 
by the wind for very considerable distances. 

The more recent and better method of in- 
vestigation of the status of any particular 
place as regards its value to the hay-fever pa- 
tient has been through the exposure of prepared 
slides on which may be caught the pollen grains 
in the atmosphere and from which comparative 
microscopic counts may be made. This meth- 
od has been followed by Durham*, who has 
surveyed a great number of places throughout 
this country, Canada, and Mexico. His con- 
clusions in regard to ragweed, which is by far 
the chief offender among the plants, is that 
there is no ragweed in the extreme pacific north 
west, that there is relatively little in the south 
western states and that the abundance of rag- 
weed pollen varies enormously in different parts 


of the rest of the country. He establishes cer- 
tain comparative figures in an arbitrary esti- 
mate of what he calls a hay-fever day, a day on 
which there is such an amount of ragweed pol- 
len in the air that symptoms might be expected 
in the susceptible person. On such a basis 
South Carolina ranks fairly well as a hay-fever 
resort. Figures from Charleston indicate only 
7 “hay-fever days” per season with a maximum 
atmospheric contamination of 107 pollen grains 
and an average seasonal total of 571. This 
rates very well with such places as Asheville 
with 31 days, maximum of 630 and seasonal 
total of 4,070; Atlanta with 24 days, 308 
maximum, and 2,350 seasonal total; Bar Har- 
bor (Maine) with 5 days, 76 maximum and 
426 seasonal total; Montreal with 10 days, 132 
maximum and 744 seasonal total. Other places 
in the country run as high as 38 days with 
1,117 maximum contamination and 12,773 
seasonal total. 

It will appear from this, that the South 
Carolina physician need not send his patient 
with ragweed hay-fever far from home if he 
is depending chiefly on avoidance of contact 
with the pollen to relieve the sufferer. De- 
sensitization and minimum exposure should 
be the best protection. 

j.1.W. 

*Evaluation of the Ragweed Hay-Fever Resort 


Areas of North America, Jour. of Allergy 8 Jan., 
1937, 175. 








YORK COUNTY MEDICAL SOCIETY 


Ladies’ Night was an enjoyable occasion for 
the York County Medical Society, January 
23, 1937. It is always looked forward to with 
a great anticipation of pleasure, and no one was 
disappointed. Meeting in the McNeel Mem- 
orial building in York, S. C., the address of 
welcome was by Dr. R. A. Bratton, one of our 
oldest and most beloved physicians. The re- 
sponse was by another well known and ap- 
preciated physician from Rock Hill, Dr. J. E. 
Massey. After these addresses, the assembly 
repaired to the dining hall, where a delicious 
dinner awaited them, prepared and served by 
the Thursday Afternoon Book Club. Vocal 


and instrumental music was furnished by pupils 
from the York High School under the direc- 
tion of Miss Margaret Mullinax. After this, 
the guests were entertained by Dr. Roy Z. 
Thomas by an illustrated lecture on the beauties 
of the West. A short business session was 
held, at which the following officers for 1937 
were elected: 

President—Dr. J. R. DesPortes, Fort Mill. 
Ss. C. 

Vice-President—Dr. J. E. Massey, Rock 
Hill, S. C. 

Secretary and Treasurer—Dr. J. I. Barron, 
York, S. C. 


John I. Barron, Sec. 
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PROVISIONAL PROGRAM 





PROVISIONAL PROGRAM OF EIGHTY 

NINTH ANNUAL SESSION SOUTH 

CAROLINA MEDICAL ASSOCIATION 
April 13, 14, 15, 1937—Columbia, 5S. C. 


Headquarters 
THE JEFFERSON HOTEL 


The House of Delegates will meet on Tuesday, 
April 13 
Scientific Sessions Wednesday and Thursday, 
April 14, 15 


Opening Exercises Scientific Session 
Invocation—9 :30 A. M. 
Address of Welcome—Dr. L. B. Owens, 
Mayor of the City of Columbia. 
Address of Welcome—Dr. W. J. Bristow, 
President Columbia Medical Society. 
Response : 


Scientific Program, 10 A.M. 
PRESIDENT’S ADDRESS 
By Dr. R. C. Bruce, Greenville, S.C. 
Ectopic Pregnancy 
By Dr. Douglas Jennings, Bennettsville, 5. C. 
Discussion opened by Dr. Geo. Bunch, Colum- 
bia, S. C. 
Chronic Hoarseness 
By Dr. E. W. Carpenter, Greenville, S. C. 
Discussion opened by Dr. T. R. Gaines, Ander- 
son, S. C. : : 
Psychoneurosis Following Injury 
By Dr. Charles O. Bates, Greenville, 5. C. 
Some Observations on Errors Made in the 
Diagnosis and Management of Ear, Nose, 
and Throat Conditions 
By Dr. J. W. Jervey, Jr., Greenville, S. C. 
Discussion opened by Dr. Walter Bristow, Co- 
lumbia, S.C. i 
The Recognition, Differentiation, and Manage- 
ment of the Commoner Cardiac Crises 
By Dr. W. R. Mead, Florence, 5S. C. 
Biopsy Methods and Their Application 
By Dr. T. M. Peery, Charleston, S. C. 
Discussion opened by Dr. Hillyer Rudisill, 
Charleston, S.C. _ 
The Medical Profession and the Public Health 
By Dr. Leon Banov, Charleston, 5S. C. 
Discussion opened by Dr. J. I. Waring, 
Charleston, 5S. C. . 
Pernicious Malaria in Children 
By Dr. Julian P. Price, Florence, S. C. 


Discussion opened by Dr. Wm. Weston, Sr.., 
Columbia, S. C. 


X-Rays, Radium, and Electro-Surgery in the 
Treatment of Cancer of the Skin 
By Dr. W. M. Sheridan, Spartanburg, S. C. 
Discussion opened by Dr. Ralph Mostellar, 
Spartanburg, S. C. 
Meningococcal Meningitis—An Analysis of 
100 Cases 
By Drs. Francis B. Johnson and J. S. Reveley, 
Laboratory of Clinical Pathology, Medical Col- 
lege, Charleston, S. C. 
Discussion opened by Drs. G. Mcl*. Mood, J. J. 
LaRoche and J. |. Waring of Charleston, S. C. 
.xtrapleural Pneumolysis 
By Dr. William Prioleau, Charleston, S. C. 
Liver Abscesses 
By Dr. J. R. Young, Anderson, S. C. 
A paper will appear on the program on THE 
WorKMEN’s COMPENSATION AcrT. 
Special Order 
Wednesday, April 14, at twelve noon 
ADDRESS: 
SKIN PROBLEMS ENCOUNTERED IN GENERAL 
PRACTICE 
By Dr. A. B. Cannon, New York City 
Special Order 
Wednesday, 4 P. M. 

Dedication exercises of the New Psychopathic 
Building, South Carolina State Hospital 
ADDRESS: 

By Dr. W. 1. Treadway, Assistant Surgeon General 
United States Public Health Service, Washington, 
BD. €. 


Special Order 
Wednesday—6 P.M. 

LAYING OFCORNER STONE OF NEW BUILD- 
ING OF SOUTH CAROLINA TUBERCULOSIS 
SANATORIUM, STATE PARK 
By the Grand Lodge of Masons of South Carolina 
and the S. C. Medical Association 


Special Order 
PUBLIC HEALTH MEETING 
Wednesday night,,April 14 

: ADDRESS: 
oop Faps AND FOoLLigs 


By Dr. Morris Fishbein, Editor Journal American 
Medical Association, Chicago, IlIlinois 


Skin Clinic 
Thursday morning, April 15 


By Dr. A. B. Cannon, Chief of Clinic Dermatology 
and Syphilology, Vanderbilt Clinic, New York 


Alumni Luncheon of the Medical Colleges 


The usual medical education luncheon will 
be held on Wednesday, April 14, and at that 
time there will be a short business session of 
the Alumni Association of the Medical College 
of the State of South Carolina. This is one of 
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the outstanding events of the entire Associa- 
tion meeting every year. 


Commercial and Scientific Exhibits 


La hl . . . . 
There is an increasing interest all over the 
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country in the exhibit features as developed at 
The South Carolina 
Medical Association has kept in line with this 
progress and will present an attractive line of 
both commercial and scientific exhibits. 


medical conventions. 








LEXINGTON COUNTY MEDICAL 
SOCIETY 

The Lexington County Medical Society met 
February 3 at 6 o’clock in Lexington with a 
good attendance. 

Dr. W. R. Barron, of Columbia, read a 
paper on The Treatment of Syphilis which was 
very instructive and was discussed at length 
by the members of the society. 

During the business session the following 
officers were elected: 

Dr. Karl Able, President, 
G. F. Roberts. 

Dr. James Crosson, Vice President, to suc- 


ceed Dr. D. S. Keisler. 


to succeed Dr. 








Dr. J. H. Mathias, Secretary-Treasurer, to 
succeed himself. 

Dr. A. T. Hutto was elected delegate to the 
State Convention with Dr. G. F. Roberts, Al- 
ternate. 

J. H. Mathias, Secy. 

Dr. EK. A. Hines, of Seneca, addressed the 


Seneca Parent Teacher’s Association Tuesday 


night, January 19, on the subject of The Fa- 
ther’s Part in the Child’s Education. This meet- 
ting was held at the Chapter House of the 
Presbyterian Church in the annual observance 
of “Father’s Night.” Dr. Hines was the guest 
speaker. 








PROPOSED AMENDMENTS TO THE 

CONSTITUTION AND BY-LAWS OF 

THE SOUTH CAROLINA MEDICAL AS- 

SOCIATION TO BE ACTED ON AT THE 
APRIL MEETING 


The following amendments to the Constitu- 


tion and By-Laws of the South Carolina Medi- 


cal Association will be voted on at the meeting 
to be held in Columbia, April 13, 14, 15, 1937. 

Dr. George T. Tyler, Greenville, offered the 
following two resolutions: 


“Inasmuch as there are a number of doctors be- 
longing to the State Association who would gladly 
be of some service and who could from time to time 
inject new blood into the organization, but, as things 
are, due to the fewness of elective places and the 
tendency mechanically to re-elect each year officers 
to succeed themselves, they are not called upon to 
serve, 

Therefore be it resolved that from now on, with 
the exception of the Secretary, no officer of the 
State Medical Association, nor any member of any 
committee or board, shall be eligible to serve more 
than two successive terms.” 

“Since in two successive years, our President has 
died while in office and the President-Elect has had 
the unexpired term to fill, as well as his own term, 

Therefore be it resolved that we modify the Con- 
stitution by electing, in addition to the President 


Elect, a Vice President who shall assume the office 
of his superior whenever the necessity arises. 
(Signed ) 
George T. Tyler, Jr. 
Robert E. Abell 
F. H. McLeod 
Floyd D. Rodgers 


Dr. J. H. Ceciieis of Charleston, offered the 
following resolution: 


“Resolved that the South Carolina Medical Asso- 
ciation adopt an additional by-law creating the office 
of speaker of the house, such officer to be elected 
annually, and the duties of such officer to be to pre- 
side over the House of Delegates.” 


Dr. Floyd D. Rodgers, of Columbia, offered 
a proposed amendment to the constitution of 
the South Carolina Medical Association, as fol- 
lows: 
“Article Section 

“Immediately following the election of officers at 
the annual meeting of the House of Delegates, an 
employee to be known as House Parliamentarian shall 
be elected by the members of the House to serve for 
one year or at the pleasure of the House. He shall 
be eligible for re-election. The qualification of the 
parliamentarian so elected shall be that he hold mem 
bership in the South Carolina Medical Association, 
that he possess a judicial temperament, and that he 
possess a thorough knowledge of parliamentary pro- 
cedures. His duties shall be to sit with the Presi- 
dent at all regular or special meetings of the House 
of Delegates ‘and act in a purely advisory capacity 
to the President on all questions of parliamentary 
procedure which may arise. He shall have no vote 
in the House and he shall have no voice in the meet- 
ings save to explain any given parliamentary ruling 
at the request of the President. The President shall 
not necessarily be bound by any ruling suggested by 
the parliamentarian, and any such ruling will, of 
course, always be subject to appeal from the floor, 
or by appeal requested by the president. The par- 
liamentarian, for his work and for his maintenance 
of intimate knowledge of rules of procedure, shall be 
given an annual honorarium of ten dollars out of 
the treasury of the Association. 
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WOMAN'S AUXILIARY 


SOUTH CAROLINA MEDICAL ASSOCIATION 





ADVISORY COUNCIL 


Dr. E. A. Hines___- ‘ ? s* Seneca, S. C. 
Dr. George Bunch ........-.------ _....-Columbia, S. C. 
EEE Rock Hill, S. C. 
Dr. Roderick MacDonald___...._~~- Rock Hill, S. C. 
OFFICERS 
President, Mrs. T. R. W. Wilson__- _.Greenville, S. C. 
President-Elect, Mrs. Jesse O. Wilson Spartanburg, S. C 
First Vice President, Mrs. T. R. W. Wilson__Greenville, S. C. 
Second Vice President, Mrs. C. C. Ariail Greenville, S. C. 
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Mrs. Price Timmerman : Batesburg, S. C. 
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Public Relations, Mrs. John Fleming Spartanburg, S. C. 
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Hygeia, Mrs. W. C. Abel _-_----------------Columbia, S. C. 
Historical, Mrs. H. M. Stuckey______._------.-Sumter, S. C. 








The twelfth Annual Convention of the 
Woman's Auxiliary to the South Carolina 
Medical Association will convene in Columbia, 
April 13, 14, 15. It is with great pleasure that 
I sent to all of you greetings from the Woman's 
Auxiliary to the Medical Association of South 
Carolina. 

All auxiliary units are in full swing just now, 
compiling reports for the various State Officers 
and Chairmen so that the state program may 
be put over effectively and well. The Conven- 
tion, with headquarters at the Jefferson Hotel. 
and the many delightful plans of Mrs. W. C. 
Abel, President of the Columbia Unit of the 
Woman’s Auxiliary and the Convention Chair- 
man, Mrs. Izard Josey, make one very im- 
patient to be “among those present.” 

There are many plans to be completed be- 
fore our annual meeting; so let me urge each 
one of you to send your dues to your County 
Treasurer before March 15. There are many 
eligible women in South Carolina who are not 
“Auxiliary conscious.” We will welcome them 
into our membership as members-at-large with 
every privilege except that of voting. 

For the first time the Auxiliary will sponsor 


Exhibits from each county of antique medical 
instruments, old texts, and saddle bags. Your 
County Historian will display your exhibit and 
be responsible for same. 

County Auxiliary Presidents are requested 
to observe, in an appropriate manner, Doctor’s 
Day, March 30th. It is my belief that such a 
meeting will bring doctors more closely together 
and cement the friendships of the physicians. 
We serve the laity too by honoring the physi- 
cian. Won't you please put March 30 on your 
Auxiliary Calendar? 

May each day increase our loyality to the 
aims of our Auxiliary—thereby assuring us of 
a successful State Convention. Remember the 
dates, April 13, 14, 15. 

Mrs. Thomas Robert Wilson 
President Woman’s Auxiliary 
South Carolina Medical Asso. 


YORK COUNTY WOMAN'S MEDICAL 
AUXILIARY MEETING 


With fifteen doctor’s wives present, the York 
County Woman’s Medical Auxiliarv held their 
February meeting with Mrs. C. B. Harrell as 
hostess at her home on Confederate Avenue, 
Rock Hill, S. C. 

Mrs. J. R. Miller, the President, was in 
charge of the meeting, which opened with rou- 
tine business. Special discussion centered 
about the auxiliary activity of writing histories 
of York County doctors who are deceased. 

The lives of about thirteen of the county’s 
doctors have been prepared. The latest one 
completed, that of the late Dr. I. A. Bigger of 
this city, was read by Mrs. J. R. Miller. 

An interesting and varied program on num- 
erous phases of health and hygiene was pre- 
sented by Mrs. J. L. Bundy, who had compiled 
an informative set of questions and answers 
from the February issue of Hygeia, the official 
magazine of the American Medical Associa- 
tion. 

During the delightful social period that con- 
cluded the formal session, Mrs. Harrell, as- 
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sisted by her daughter, Mrs. T. H. Chiles, 
served a delicious refreshment course. 

Adding to the pleasure of the occasion were 
the many lovely spring flowers used in the 
rooms. 

Among the members from the county repre- 
sented were Mrs. \V. B. Jones and Mrs. W. C. 
Whitesides, of York; and Mrs. W. K. McGill, 
of, Clover. 

Mrs. |. A. Bigger, Secretary. 


WOMAN’S AUXILIARY TO THE 
SOUTH CAROLINA MEDICAL ASSO. 


Dear County Auxiliaries : 

Printed below is a copy of a letter received 
Mrs. J. P. Simonds, Publicity Chair- 
man of Medical 
It is quite a set up for us to ob- 


from 
the American Association 
Auxiliary. 
tain space each week in the Journal of the 
American Medical Association and | beg that 
each of you bear this in mind and let us have 
some real publicity, worthy of appearing in this 
widely read magazine. 

Sincerely, 

Mrs. I. Jenkins Mikell, 
Press & Publicity Chairman. 


WOMAN’S AUXILIARY TO THE 
AMERICAN MEDICAL ASSOCIATION 


Wauwatosa, \Visconsin 
January 5, 1937 
Mrs. Jenkins Mikell, 
Columbia, S. C. 
My dear Mrs. Mikell: 

The National Auxiliary will be given space 
each week in the Journal of the American Medi- 
cal Association—in the section devoted to the 
New Bulletin. The Board of Trustees and the 
officials of the Association have extended this 
courtesy to the Auxiliary because of the in- 
creasing usefulness of its service to the medical 
profession. The first Auxiliary news items 
published by the Journal appeared in the issue 
of January 2, 1937. 

As Chairman of the Press and Publicity 
Committee of the National Auxiliary, it will be 
my duty each week—from January until June 
1937—to send Dr. Morris Fishbein, the Editor 
of the Journal, news items from National, State 
and County Auxiliaries. Dr. Fishbein will edit 


this Auxiliary news and will publish whatever 
is of National Auxiliary interest or value. 

The only sources which I have for obtaining 
State and County Auxiliary news are the re- 
ports which I received from the State Press 
and Publicity Chairmen and the Auxiliary news 
which is published in State Medical Journals. 
‘The amount of publicity which any State Auxi- 
liary receives in the Journal will depend en- 
tirely upon the amount of news which I obtain 
from these sources. 

The Journal of the American Medical Asso- 
ciation has a weekly circulation of approximate- 
ly 100,000 copies. In my new responsibility 
—that of sending acceptable, up-to-date Aux- 
iliary news each week to the Editor of the 
Journal 





1 most earnestly request that you 
send us, just as often as you can. news of your 
state and county Auxiliaries, in order that your 
State Auxiliary may have its share of publicity 
in the Journal of the American Medical Asso- 
ciation. 

Thanking you for your cooperation, I am 
Yours very sincerely 
Mrs. J. P. Simonds, Chairman 
Press & Publicity Committee 
25 East Walton Place 
Chicago, Illinois. 


Address : 


RIDGE, MEDICAL AUXILIARY 


The December meeting of the Ridge Medi- 
cal Auxiliary was held with Mrs. W. P. Tim- 
merman. Mrs. Timmerman had charge of the 
literary program which was a Christmas pro- 
gram. “Silent Night” was sung; Mrs. E. C. 
Ridgell led in prayer. Floride Langford gave 
Mrs. W. P. Timmer- 
man read a fine paper on “The Dionne Physi- 
Mrs. E. C. 
“The Other Wise 


a Christmas reading. 


cian—His Remedies and Cares.” 
Ridgell gave the story of 
Man.” 

The President, Mrs. David Garvin, presided 
over the business program. Mrs. Timmerman 
gave a report of the Executive Committee meet- 


ing which was held in Rock Hill. A report of 


the Southern Medical meeting in Baltimore, 
written by Mrs. Sanders, was read by Mrs. 
The Student Loan Fund had a splen- 
Several subscriptions were secured 
Mrs. Timmerman gave 


Garvin, 
did report. 
to Hygeia magazine. 
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a talk on Digytalis and 
plant. 

After an 
served a delicious sweet 
fee. 


exhibited a digytalis 


the hostess 


course with hot cof- 


interesting contest 


The meeting was well attended by members 
and several visitors were present. 


Mrs. E. C. Ridgell, 


Press & Publicity Chairman. 


PATHOLOGICAL CONFERENCE, MEDICAL COLLEGE OF THE 
STATE OF SOUTH CAROLINA 


—_—_~<. 
KENNETH M. LYNCH, M. D., PROFESSOR OF PATHOLOGY 


a 


ABSTRACT No. 328 (33981) 
Case of Dr. McCrady 
Dr. Robertson (presenting case) : 

A 34-year-old negress, laundress, admitted 7-10-36, 
died 7-19-36. 

History: Onset 3 months before admission with 
pain in the bladder region at menstrual period, burn- 
ing on urination and frequency, but no hematuria. 
These symptoms subsided under treatment. About 
June 15th, at time of menstrual period, a severe pain 
appeared in the right side of the abdomen, involving 
both upper and lower quadrants. The pain was dull 
and continuous with occasional sudden, sharp ex- 
acerbations. The pain apparently began low in the 
right side of the abdomen and extended upwards. 
Infrequent pains in the back, across lumbar region. 
Bothered with “gas” and belching for some time. 
Some weight loss. Menses “regular until last period. 
At that time she had a very scanty flow and pain in 
side started.” Married 14 years, four pregnancies. 
One child now living, the other three stillborn or pre- 
mature, with death soon after birth. No statement 
as to time since last pregnancy. Denies all previous 
illness except “flu.” “Neuritis” in right hand 10 years 
ago. 

Exam.: Temp. 102, pulse 116, resp. 40, B. P. 
108/72. Well nourished and well developed. 
carious teeth and pyorrhoea. 
tinum normal. Heart: Faint, blowing, aortic dias- 
tolic murmur, but no thrill. Heart not enlarged. 
Regular in rate and rhythm. Abdomen: markedly 
distended and tender throughout to deep palpation. 
No fluid wave elicited. Tympanitic all over abdomen, 
including flanks. Pain and rigidity noted over right 
lower quadrant at about McBurney’s point, and ex- 
tends along the inguinal ligament to the midline. 
Pelvic: cervix hard, and causes pain on right side 
when moved. No masses felt on first pelvic exam., 
but subsequent examination by Dr. McCrady showed 
a firm mass in the right side of abdomen, which was 
taken to be a fibroid. Remainder of exam negative. 

Lab.: Urine (7-10) cath., Sp. Gr., albumin, sugar, 
acetone and casts neg., no note as to leukocytes or 
erythrocytes in urine. Blood (7-10; 7-13): Hb. 45 per 
cent D, -; RBC 2,280,000, -; WBC 7400, 6800; polys 


Some 
Lungs clear. Medias- 


64 per cent, -; lymphs 24 per cent, -; monos 12 per 
cent, -. Thick and thin smear for plas. negative 
(7-11; 7-16). Blood Kolmer and Kline neg. Blood 
Chemistry (7-18 at 9 PM) NPN 26 mg., sugar 48. 
Sedimentation time (7-13) 20 mm. in 1 hour. Blood 
Widal, Weil-Felix, Para A and B (7-11) all nega- 
tive. Spinal Tap (7-18): no cell count recorded; 
colloidal gold negative, Kolmer negative. 

Course: Temp. course irregular, rising to 102-103 
in afternoon or evening, usually falling to normal in 
morning. Pulse varied in relation to temperature, 
respirations usually 20-24. On 7-16, because of con- 
tinued fever, a therapeutic test with quinine was given, 
with no effect on temperature. Transfusion 
templated on 7-17, donor matched but did not cross- 
match. 


con- 


A re-check with recipient’s serum and donor’s 
cells showed no hemolysis or agglutination after 4 
hours incubation. 220 cc. of whole blood given by 
multiple syringe method on 7-18-36 at 2 PM. When 
patient returned from OR she was semiconscious and 
thrashing about. 3 hours after transfusion patient 
in complete coma with divergent pupils; respirations 
slow and jerky. Died at 12:10 AM of 7-19-36, ten 
hours after transfusion. 

Dr. Robert Wilson (conducting) : 
you open the discussion? 

Student Roper: The symptoms suggest 
cystitis, but there is no urine examination to confirm 
this opinion. 


Mr. Roper, will 
early 


Following this, pain developed in the 
lower abdomen at the menstrual periods, and later 
became constant, associated with pain in the back. 
She had high fever on admission, and had marked 
tenderness in the lower abdomen. This suggests 
salpingitis. The aortic murmur, coupled with the 
history of still births, suggests syphilitic infection. 
But the blood count and sedimentation rate do not 
suggest acute salpingitis. In any case of chronic 
pelvic inflammation in which the history and findings 
are not those of gonorrhoeal salpingitis, the possibility 
of tuberculous salpingitis must be cinsidered. In 
this case, the slow onset and course, the low blood 
count associated with the high fever, suggest tuber- 
culous salpingitis. The abdominal distention sug- 
gests that a tuberculous peritonitis was associated 
with the salpingitis, as is usually the case. 
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Dr. Wilson: Mr. Bratton, what can you add to 
the discussion? First give us your diagnosis and 
then show how you arrive at it. 

Student Bratton: My diagnosis is chronic tuber- 
culous salpingitis. There is the low abdominal pain 
and tenderness of salpingitis, but instead of the me- 
trorrhagia and leukocytosis usually associated with 
gonorrhoeal salpingitis in the active phases, there is 
an amenorrhoea and a low leukocyte count. The 
most likely bet seems to be tuberculosis. I cannot 
speculate as to the primary focus of the tuberculous 
process, as there is nothing here to suggest where it 
may have been. 

The mass on pelvic examination felt like a fibroid. 
It might have been a fibroid, but I still believe there 
was a salpingitis, too. 

The history of rather sudden pain in the side as 
sociated with amenorrhoea also suggests ruptured 
ectopic pregnancy, but the duration of the illness sug- 
gests that that was not the trouble. 

I think the pertinent data point to a salpingitis, and 
I believe that the chronic course, anemia and loss 
of weight suggest that it was tuberculous, and prob- 
ably associated with a tuberculous peritonitis. 

As to the sudden death, I thought at first that 
anaphylactic shock probably caused it, but death 
seems to have been quite late for that to be the ex- 
planation. Possibly there was a thrombosis of a 
cerebral blood vessel. 

Dr. Wilson: Mr. O’Daniel, do you agree with 
what has been said? 

Student O’Daniel: I agree with the most of what 
Mr. Bratton has said, but I believe that a malignant 
tumor must also be considered, especially a carcinoma 
of the ovary. This would give the vague abdominal 
symptoms and distention, and could explain the low 
hemoglobin. The mass in the side of the pelvis could 
have been of that nature. But I believe that tuber- 
culous salpingitis is more likely, for the reasons which 
Mr. Roper and Mr. Bratton have given. 

Dr. Wilson: Dr. McCrady, will you discuss your 
case? 

Dr. McCrady: I’d rather ask questions than dis- 
cuss it. How does Mr. O’Daniel account for a low 
hemoglobin in carcinoma of the ovary? 

Student O’Daniel: The ovarian tumor could have 
eroded the bowel, and caused bleeding into the intes- 
tinal tract. 

Dr. McCrady: Of course that is possible, but with 
such erosion one would expect symptoms referable 
to the digestive tract, don’t you think? 

I saw the patient in consultation when she was on 
the medical service, and was not sure at the time that 
she was a gynecological case, but because I believed 
that she had a fibroid, I recorded that we would ac- 
cept her on the gynecological service, if a medical 
cause of her symptoms could be ruled out. 


We were suspicious of tuberculous peritonitis be- 
cause of the mass in the pelvis, the low hemoglobin, 
the low blood count, and the abdominal pain. There 
was no history of gonorrhoea, and nothing to suggest 





a recent pregnancy with puerperal infection. The 
reason we did not operate was the suspicion of tuber- 
culosis. 

Dr. Wilson: When I read this abstract over, I did 
not recall that I had seen her, and I reasoned very 
much as you men have. But from the chart I see 
that I was consulted about the case as she was dying. 
At this time her breathing was slow and gasping, 
the pupils were pinpoint and did not react to light, 
and the eyes were divergent. The limbs were all 
flaccid. These all suggest a lesion in the pons, since 
there is no history of morphine administration. I 
thought the lesion was probably an embolism. The 
resident on the service, Dr. Pope, wanted to know if 
I believed that the transfusion caused her death; I did 
not think so. I did not examine her as to her essen- 
tial illness, merely as to her coma. 

Dr. Cain: It seems to me that the anemia here, 
in the absence of bleeding, is indicative of some 
long-standing disease. The fever would suggest an 
active disease, but the blood count does not. Tuber- 
culosis seems to me to be very much in the forefront. 
I suspect that the mass palpated was a large group 
of matted tuberculous glands in the pelvis. 

Dr. Johnson: It is an important point in this case 
whether this patient had a reaction to transfusion or 
Most hemolytic reactions occur much earlier 
than this one did after transfusion, very frequently 
occuring during the transfusion. In a case of sus- 
pected hemolytic reaction, the urine should be ex- 
amined for hemoglobin. 


not. 


Furthermore, I don’t believe that 220 cc. is enough 
blood to cause a fatal transfusion reaction. In most 
cases, the blood of the patient would so dilute this 
small amount of foreign serum that no reaction 
would occur. 

The hypoglycemia is something else to consider. 
We do not know her blood sugar before the trans- 
fusion, and, generally speaking, a blood sugar level 
of 45 mg. per 100 cc. of blood is not low enough 
to cause hypoglycemic coma. It may indicate shock. 

Dr. Lynch: I don’t know what the patient died of. 
In the absence of an anatomical reason for sudden 
death, I must conclude that her death was a result 
of her transfusion, although there was no hemoglobin 
in the kidney as would be expected in a hemolytic re- 
action. Thrombosis or embolism of the brain which 
causes immediate death may leave no anatomical 
trace, but to suspect such an affair, we must have a 
source for an embolus, a cause for a thrombosis, and 
these are lacking here. There was no evidence of 
tuberculous meningitis. 


This patient had a tuberculous salpingitis, but 1 
don’t see how you arrived at that diagnosis from the 
record. If a diagnosis of tuberculous peritonitis 
had been made and properly emphasized, rather than 
jumping immediately to the salpingitis, I might be 
able to follow the reasoning. 

(Demonstrating autopsy specimens) The tubes 
and ovaries contain pocketed cavities of cheesy ma- 
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terial, quite different from the appearance of gonor- 
rhoeal, or other suppurative salpingitis. 


Here the stomach shows the studding of the serosa 
with caseous nodules, and similar tubercles were 
scattered all over the peritoneal surfaces. There 
were numerous enlarged and caseous lymph nodes in 
the pelvis. 

There was a small calcified area in the periphery of 
the lung, as you can see here, and a similar calcified 
nodule in the corresponding hilar lymph node; these 
represent the primary tuberculous complex, which 
seems now to have healed. 

Whether the tuberculous salpingitis preceded or 
followed the tuberculous peritonitis is a matter of 
pure speculation. Ejither of the two processes can 
follow the other. Tuberculous peritonitis is probably 
much more common than tuberculous salpingitis, and 
| believe that salpingitis is usually a result of the 
peritonitis, as the tubes drain the infective material 
from the abdomen. 

There was a pocket of fluid between abdominal ad- 
hesions, which may have been the mass felt, or the 
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tubo-ovarian masses themselves may have been pal- 
pated. There were no fibromyomata of the uterus. 

There were a number of ulcers in the sigmoid colon 
and rectum, and one of these extended through the 
wall of the intestine, to communicate with an abscess 
in the pelvis. The anemia must have resulted from 
bleeding from those ulcerations, and also from toxic 
absorption from the pelvic abscess. 

But I still do not see how the diagnosis of tuber- 
culous salpingitis could be made from the record, 
more or less independently of peritonitis. 

Dr. McCrady: On the ward we had a suspicion 
of tuberculous peritonitis, but we didn’t consider 
tuberculous salpingitis too strongly. 

Dr. Prioleau: It is pretty well recognized that 
tuberculous peritonitis in the female usually involves 
the tubes, and with the symptoms largely confined to 
the lower abdomen I believe that tuberculous salpingi- 
tis should be suspected clinically. 

Dr. Lynch: There was no evidence of disease of 
the heart or aorta to explain the heart murmur on an 
organic basis. 





SURGERY 





WM. H. PRIOLEAU, M.D., F.A.C.S., CHARLESTON, S. C. 
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“LATE INFECTIONS FOLLOWING THE 
USE OF PINS AND WIRES IN BONES” 


The insertion of pins and wires in bones for 
purposes of fixation and traction is effective 
and comparatively easy of execution. So 
much so that it is in quite general use. The 
procedure is remarkably free from trouble; 
however, it must be constantly borne in mind 
that there is the ever present danger of infec- 
tion. Ina recent article in the Journal of the 
American Medical Association (107 :1607 
November 14, °36), Dr. S. L. Haas, of San 
Francisco, has reported two cases of late in- 
fection and discussed the subject in general. 

Even though the pins or wires are inserted 
under strict aseptic technic, the tract is poten- 
tially infected as it is connected with the skin. 
The external opening provides drainage but 
also a portal of entry for organisms. Granula- 
tion tissue grows along the tract and provides 


something of a barrier against infection. After 
the removal of the pin the soft parts may heal 
more rapidly than the bone, providing ideal 
conditions for the growth of latent bacteria. 
Extensive infections of the soft parts, persist- 
ing of sinuses, and osteomyelitis with sequesta 
occur, at times necessitating extensive surgery 
or even amputations. 
in which the infection did not manifest itself 
until after twenty-two months and two years 
respectively after the removal of the pins. In 
both cases there was pathologic evidence of a 
low grade infection in the bone. 


Two cases are reported 


The author recognizes the great value of 
pins and wires inserted into the bone for the 


purposes of fixation and traction. He thinks 
that they are used too freely, and on account 
of the dangers associated with their use, other 
methods should be used when of essentially 
the same efficiency. 
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BOOK REVIEWS 





CARCINOMA OF THE FEMALE GENITAL 


ORGANS, by M. C. Malinowsky and E. Quater. 
Translated from the Russian by A. S. Schwartz- 
mann, A.B., M.D., Boston, Bruce Humphries, 
Incorporated, Publishers. Price, $5.00. 

It is of inestimable value in the study of cancer 
to know the results of research in all countries. 
At present there is an extraordinary output of this 
literature and nearly every country is expending 
enormous sums of money to discover the cause or 
causes of cancer and the best method of treatment. 
This is a Russian book and as we have previously 
commented, properly presented illustrations add 
tremendously to the value of any scientific text and 
this book has a splendid array of them. By spe- 
cializing the authors have brought together an ex- 
cellent resume of the subject they have undertaken 
to study. The modern trend has been emphasized 
by publication of several outstanding investigators 
in a single volume. A list of these contributors 
and their subjects is appended: 

General Data Dealing With The Pathogenesis 
And Etiology of Tumors. Professor N. N. 
Anitschkow. 

The Pathological Anatomy of Carcinoma of 
The Uterus And Mammary Gland. Professor 
W. T. Talalaew. 

Clinical Picture of Carcinoma of The Uterus. 
Professor E. I. Quater. 

The More Rarely Observed Forms of Carci- 
noma of The Female Genital Organs. Professor 
Malinowsky. 

Metastatic Carcinoma of The Ovaries. Doctor 
Th. J. Pojarissky. 

Surgical Treatment of Carcinoma of The 
Uterus. Professor W. S. Grusdew. 

The Treatment of Carcinoma of the Uterus by 
Radiant Energy. Professor B. A. Archangelsky. 

Palliative Treatment of Inoperable Carcinoma. 
Professor M. G. Kuschnir. 

Calcium Therapy of Inoperable Carcinoma. 
Professor E. I. Quater. 

Carcinoma of The Mammary Glands. Profes- 
sor $. I. Spassokukozky. 

Carcinoma of The Female Sexual Sphere and 
Disability. Privat-Dozent J. E. Gittelson. 





MEDICAL MORALS AND MANNERS, By Hu- 


bert Ashley Royster, M.D., Chapel Hill, The Uni- 
versity of North Carolina Press, 1937. Price 
$2.50. 

The author of this book is quite well known in 
South Carolina, having delivered many important 
addresses before various audiences in the State. 
The book in the main is a collection of the ad- 
dresses and other experiences during a period of 
some forty years as a successful surgeon. Dr. 


Royster has been much more than a surgeon for 
he has sought information from many fields of 
endeavor and along the way he has been a keen 
observer. That is as it should be, for the highest 
type of physician or surgeon should be much 
more to his patients and to the public than an ex- 
clusive follower of his craft. Dr. Royster is known 
throughout the nation for his learning, for his 
ideals and for his contributions to organized medi- 
cine. The book comes from Chapel Hill and that 
fact alone itispires one to peruse the volume with 
interest. This means that the book itself has 
been attractively presented. We give herewith 
the chapters: 
Part One 
Medical Morals And Manners 
Women And The Doctor 
Types of Modern Doctors 
The Real Things in Medicine 
The Dignity of Medicine 
Part Two 
Athletics And Scholarship 
Muscle 
Physical Standards For Women 
Physical Morality 
Why Golf? 
Part Three 
Surgical Sense 
Surgical Vision 
The Philosophy of Surgery 
The Humanity of Surgery 
The Surgeon’s Heritage And Outlook 
The Influence of Tradition in Surgery 
Surgery And The General Practitioner 
Reflections On Forty Years of Surgery 
Facts All Should Know About Appendicitis 
The Tragedy of Appendicitis 
Surgical Service In The State Hospital For 
The Insane in Raleigh, North Carolina 
Part Four 
What the Staff’s Interest Means to The Hospi- 
tal 
The Hospital Manner 
The Ideal Nurse 
Part Five 
James Marion Sims 
judd of Chatham 
Edmund Strudwick, Surgeon 
Recollectiens of The North Carolina Board of 
Medical Examiners of 1894 
Leaves From My Father’s Notebook 
The Medical Phrases of Victor Hugo 
Occasions And Publications of Papers 





PHYSICAL DIAGNOSIS: By Ralph H. Major, 


M.D., Professor of Medicine in the University of 
Kansas. 457 pages with 427 illustrations. Phila- 
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delphia and London: W. B. Saunders Company, 


1937. Cloth, $5.00 net. 

We have been impressed with the good books 
coming from the teachers in the Kansas Univer- 
sity Medical School. The author has treated his 
subject in such a way as to inspire renewed in- 
terest in physical diagnosis. First of all the author 
draws freely on the old masters as did Osler and 
many others and then he supplements the text by 
four hundred and twenty seven very clever il- 
lustrations. Most of 
from his own large experience as a teacher. This 


these illustrations come 


means that we have presented a monograph in 
the true sense of the word rather than a compila- 
tion. The subject matter has been assembled in 
an attractive way not only to the eye but to the 
searcher for information in brief but authorita- 
tive language. The illustrations have been ad- 
mirably interspersed throughout the text. One 





THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 69 


is inclined to read this book from cover to cover 
before putting it down. It should prove very 


helpful not only to the medical student but to the 
physician in active practice. 





TWENTY YEARS’ EXPERIENCE IN PUBLIC 
health is compressed into some 600 pages in Rural 
Health Practice, by Harry S. Mustard, M.D., 
which the Commonwealth Fund, New York, pub- 
lished on December 31. Dr. Mustard, long iden- 
tified with the Fund’s public health activities as 
director of the Rutherford County Health Dem- 
onstration and as assistant to the commissioner 
of public health for the state of Tennessee, and 
now associate professor of public health adminis- 
tration at Johns Hopkins, has brought together a 
mass of very practical information for the rural 
health officer and has seasoned it with Charles- 
tonian wit. 





OBSTETRICS AND GYNECOLOGY 





J. D. GUESS, M.D., 


GREENVILLE, S. C. 


—— 


FACTS AND FANCIES 

Doctors of South Carolina are interested in 
obstetrics, and there are signs to indicate that 
there is a gradual improvement in the way they 
practice this branch of medicine. More and 
more women each year go to hospitals to have 
their babies. More doctors insist on some 
prenatal care. There are more women referred 
earlier to specialists and to hospital services 
for the toxemias of pregnancy. 

Interest in obstetrical analgesia and anes- 
thesia is increasing. At the meeting of the 
second district society in Batesburg in Janu- 
ary Dr. T. M. Dubose, Jr., read a paper on this 
subject. 
that it was a recital of the writer’s experience 


The paper itself was interesting in 


with analgesia in his own practice and con- 
clusions and deductions made from that ex- 
perience. The paper was extensively and in- 
terestingly discussed by general practitioners, 
urologists, and radiologists and other obste- 
tricians. Some ten years ago the present writer 
read a similar paper before another district 
meeting, and no one present seemed to be in- 
terested in obstetrical analgesia. 

A salesman for one of the medical book pub- 
lishing companies, a company which has pub- 


lished little pertaining to obstetrics, recently 
told the writer that the demand for books of 
this character had become so general amongst 
general practitioners that his company was en- 
tering the field. 


The question naturally follows, if the qual- 
ity of obstetrical practice is improving, why 
has this not been reflected in a lowering of the 
maternal death rate ? 


This question can only be touched on at this 
time. It has been said that our high maternal 
mortality is a rural problem. If this is true, 
several factors, perhaps, have a bearing on why 
the mortality remains so high. Country people 
are less informed as to the value of regular 
prenatal examination and are much slower to 
accept advice, if to do so requires hospitaliza- 
tion or added expense. Many of the rural prac- 
titioners who are older men who have not been 
as well trained in obstetrics, and these men are 
generally so hurried in their efforts both to 
care for large and scattered practices and to 
support their families that they are inclined to 
do many things that should not be done and to 
fail to do many things which should be done. 
Younger and better trained doctors tend to 
locate in the towns and cities. 
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Increased hospital obstetrics leads to in- 
creased temptation to interfere in labor where 
interference is unwarranted and to perform 
one’s own obstetical operations, even though 
a better trained and more experienced con- 
sultant be available. 

One wonders if the practice of referring 
obstetrical difficulties to general surgeons, many 
of whom have had no more training and less 
experience in obstetrics than the referring phy- 
sicians, is a factor in maternal mortality. This 
appears to be a reasonable question, and an 
analysis of the findings of the committee on 


maternal welfare suggested it. Better trained 
obstetrical specialists are rapidly becoming as 
accessible as general surgeons in most sections 
of the State, and their interest and training 
should be made useful to South Carolina 
mothers. 

The leaven of knowledge permeates slowly, 
and the greater its need the slower is its dif- 
fusion. When those who need it most realize 
the value of good obstetrical care and know 
in what it consists, doctors will be prepared to 
render it. The great problem now is one in 
education. 





SOCIETY REPORTS 





FLORENCE COUNTY MEDICAL 
SOCIETY 

The regular meeting of the Florence County 
Medical Society was held at Hotel Florence, 
Florence, S. C., 7:30 P.M., January 12, 1937. 

After dinner was served, the meeting was 
called to order and the report of the Syphilitic 
Committee was accepted. 

Following this, Dr. W. S. Lynch, of Lake 
City, S. C., presented a paper on “Obstetrical 
Analgesia, Amnesia, and Anesthesia.” 

(1) In this paper he gave the history of his 
own and others’ experiences with chloroform, 
ether, morphine, and scopolamine, morphine 
followed by magesium sulphate, Gwathmey 
anesthesia, morphine and scopolamine followed 
by ether, oil rectal anesthesia, nembutal, nem- 
butalparaldehyde, Dial-Urithrene solution in- 
tra-muscularly and intravenously (1 C.C. per 
minute, can adjust dosage to individual), cyclo- 
pain is still in experimental state, procain and 
other spinal anesthesia no good in obstetrics, 
evipal not recommended. 

(2) Dr. Lynch spoke with favor of the 
nembutal paraldehyde anesthesia as recom- 
mended by Rosenfield and Davenbeth of Bos- 
ton. In this anesthesia, when the cervix is di- 


lated 3 cm, 4 1-2 grains of nembutal is given 
by mouth and fifteen minutes later, three more 
grains are given. The age, weight, etc. of pa- 
tient varies the dosage. Paraldehyde. 1 1-2 c.c. 
to each ten pounds of body weight in one ounce 
of olive oil, is given by catheter rectal tubes 
past the head in the rectum. Gas or ethylene 


anesthesia is used when the head is coming out 
of the perineum. This type of anesthesia has 
been most satisfactory in Dr. Lynch’s exper- 
ience and gives a minimum asphyxiation of the 
babies. 

Dr. P. J. Boatwright, of Florence, S. C., pre- 
sented a paper on “Interesting Diagnostic 
Pointers in Surgery.” Among the interest- 
ing points brought out by Dr. Boatwright were 
the following: 

(1) Severe upper abdominal pains and 
board-like abdomen, due to generalized peri- 
tonitis associated with severe pain in the head 
of the penis. 

(2) In the lower abdominal pain group, he 
mentioned the following : 

a. Two cases of undescended testicles. 

b. Traumatic pain of abdomen due to paraly- 
tic ileus, often seen in fractures of the 
pelvis, relieved by saline irrigation. 

c. Appenditicis pain starting in upper ab- 
domen and later passing down to the right 
quadrant. 

d. Pelvic emergencies with a history of sud- 
den fainting or sinking spells indicating 
ruptured ectopic pregnancy or twisted 
ovarian cysts. 

(3) Early diagnosis of osteomyelitis very 

important. 

(4) Surgical infection of the face, hands, 
and feet needing immediate attention. 

Interesting cases seen recently were reported 
as follows: 
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(1) Black widow spider bite. (Dr. W. H. 
Poston and Dr. James Hicks). 

(2) Pneumonia complicated by blindness in 
a four and half year old child. Some recovery 
of sight to date. (Dr. L. B. Salters and Dr. 
James Hicks). 

(3) Ingestion of twenty-four Pheno-Lax 
tablets by two and half year old child with 
recovery. (Dr. L. B. Salters). 

(4) Ingestion of Johnson’s Liquid Floor 
Wax with recovery. This wax contains Naph- 
thol. (Dr. J. P. Price). 

(5) T'yphus fever versus streptococic throat 
infection. (Dr. James A. Bradley). 

(6) Drug samples promiscuously  distri- 
buted on porches and child ingesting same. 


(Dr. James Hicks). 

(7) Hinekles pills lead list in accidental 
death in children in 1930, due to the strichnin 
it contains. (Dr. J. P. Price). 

(8) Allergic abdominal pain attacks relieved 
by adrenalin. (Dr. W. R. Mead). 

After the above program, the following of- 
ficers were elected : 

President: Dr, Lamar Lee, Florence, S. C. 

Vice-President: Dr. W. §$. Lynch, Lake 
City, S. C. 

Sec.-Treas.: Dr. James A. Bradley, Flor- 
ence, S. C. 

New Delegate: Dr. W. H. Poston, Pampli- 
o, 3. C. James A. Bradley, M.D., 


Secretary-Treasurer. 
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MORGANTON, N. C. 
A private Hospital for the treatment of Nervous 
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of Cotton, Linen 
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TO THE DOCTOR’S WIFE 


It is our conviction that cosmetics should 
be selected to suit the individual's require- 
ments. We cater exclusively to you, the 
individual. Our representatives are trained 
to help you select suitable beauty prepara- 


tions and to show you how to apply them. 


It is only sensible to realize that a truly beautiful 
skin is first of all a healthy skin and secondly a well- 


cared-for skin. 


Cosmetics serve to enhance your appearance, to 
present you at your best. In this regard it is well to 
bear in mind that a natural appearance is by far the 


most charming. 


Carefully selected, and artistically applied, make- 
up preparations lose their identity as cosmetics and 
become an indistinguishable part of your personality. 


We want it clearly understood that we in no way 


undertake to treat skin disorders. If you are thus wi 
‘ 


afflicted we had rather that you not use our prepara- Dis; 
tions without the consent of a skin specialist. Our was 
formulary is available to the medical profession. filin 
Son 
ted. 

A card addressed to us will be referred to the v 
manager of the territory in which you reside. It is our ques 
pleasure to be at your service.—LUZIER’S, Inc. date 
ices, 
be cl 
by tl 
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